Nursing Intake for Pregnant Woman A Ccs

CORRECT CARE
SOLUTIONS

Patient Name Inmate Number Booking Number Date of Birth Today'’s Date
Name: DOB: PID#:
Subjective:
LMP: EDD: G T P A Prenatal Care: Yes No
Name/Address of OB Last visit:
Any pending appointments: Yes No If yes: Doctor uUs LAB OTHER
Number of prenatal visits to date: Has pt. been to ER in last 7 days (If yes obtain ROI)
Has pt. been to L&D in the last 7 days (If yes obtain ROI) Suboxone/Subutex/Methadone Yes NO
Has pt. had or been told she has: pre-eclampsia gestational diabetes
diabetes seizure disorder
pre-term labor precipitate delivery
placenta previa HIV/Aids
opiate use/withdrawal ETOH abuse/withdrawal
other (describe)
Objective:
Temp, Pulse Resp B/P 02Sat Weight FHT(IF>12 weeks gestation)
Clean Catch urine diastick Urine drug screen:
Assessment:
IUP @ weeks
Plan: Provider Contacted: Date Time | Initials

Send all signed release of information

Low bunk pass (order from provider)

Double mattress (3™ trimester)

Prenatal Vitamins — 1 po QD (order from provider)

Colace 100mg — 1 po QD (order from provider)

NO NSAIDS

Call on-call provider if pt. is under the influence of illegal substances

Call on-call if pt. reports methadone or subutex (confirm meds prior to call)
Leave copy of this form on Clinical Coordinator or Program Managers desk
if any consults or appointments are needed within the next 7 days (do not
wait for next provider)

Scheduled for onsite provider visit: Who: Date:

Nurses Signature Date/Time

(Always err on the side of caution with pregnant inmates, if in doubt call the provider for advice)

© 2010 Comect Care Solutions, LLC
Revised 07/08/2011
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PAP/Pelvic Exam A Ccs

CORRECT CARE
§OLUTIONE

1

Patient Name Inmate Number Booking Number Date of Birth Today's Date
Subjective:
Past Medical and Family History: LMP:
Health History Form reviewed/updated (Initial)
Physical Examination: Laboratory:
1. Vital Signs Flow Sheet Reviewed Hgb
2. General Appearance.... O Normal....O Variant PAP
3. Skif.eiiciiiieniniald ONormal....O Variant Chlamydia
4. HEENT................... [ Normal....O Variant GC
5. Thyroid........ccevvveenen. [J Notmal....O Variant Wet Mount
6. Breast...........cocenenn. DO Normal....d Variant UA
7. Heart......cocvvvnnennnnn. 0 Normal....d Variant Other
8 Lungs........oooinennnnn. O Normal....O3 Variant
9.  Abdomen................. O Normal....Od Variant
10. Extremities............... O Normal....O Variant
11. Vulva......cooooiina O Normal....0Q Variant
12. Vagina.................n. O Normal....O3 Variant
13. CerviX..ocvuriiereninnnnans 0O Normal....O Variant
14, Uterus......ccccvevnvnnens O Normal....d Variant
15. Adnexa.............cuu... O Normal...[3 Variant
16. Rectovag.................. O Normal....O Variant

Assessment and Plan:

Education:

UACHES QAlcohol Cessation QBCP UCalcium 0 Cholesterol UDental Health
UDiet/Exercise Q Multivitamin/Folic Acid O SBE QSkin Exposure to UV Rays
USmoking Cessation LSTI/Sexual Health/STD Testing Offered UWeight Reduction

QOther

Examiner’s Signature Date:

© 2010 Correct Care Solutions, LLC
revised 07/08/2011
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Pregnancy Orders A Ccs

CORRECT CARE
SOLUTIONSE

Patient Name Inmate Number Booking Number Date of Birth Today's Date

___ 1. Clean Catch Urine at time of screening or within 4 hours
____Send for UA and Culture to lab
__ Confirm pregnancy

__Urine drug screen — standard 8 panel and buprenorphine — call on call immediately if
any positive results.

2. Vitals, Fetal Heart Rate (if greater than 12 weeks) daily until seen by provider unless
patient meets criteria for Vitals and Fetal Heart Rate q shift until seen by provider

. Each Sunday: Vitals, Weight, Urine dip

. Low bunk pass

. Double mattress

. Prenatal vitamins — 1 po qd x pregnancy

. Pregnancy diet

__ 8. Colace 100 mg po qd prn x pregnancy

___9. Tylenol 650 mg po bid prn x 7 days

_10.No NSAIDS

__11. Call on call for any confirmed prescription medications
__12. Call PA cell phone — leave mssg — new pregnancy intake
___13. Give patient OB letter

14,
15,
Nurse: Date: Time:
MD, NP, PA: Date: Time:

Provider to initial each requested order/cross off orders not needed.

© 2010 Correct Care Solutlons, LLC
revised 07/06/2011
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Pregnancy Test

ACCS

CORRECT CARE
OLUTIONEGE

Patient Name Inmate Number Booking Number Date of Birth Today'’s Date

Date of Test:

Results: (circle one)

Pregnant Not Pregnant

- s

Staff Name:

© 2009 Correct Care Solutions, LLC
CCS-TX13 500 revised 2/1/2009
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Pregnancy-Nursing SOAP Note A Ccs

CORRECT CARE
§OLUTIONS

Patient Name Inmate Number Booking Number Date of Birth Today's Date

Patient Name:
Date of Birth:
Subjective:
LMP Estimated Date of Delivery
G T P A
G = Number of Pregnancies
T = Number of Pregnancies to term
P = Number of preterm pregnancies
A = Number of abortions and miscarriages
Number of prenatal visits to date:
Problems during pregnancy:

Objective:

BP:

HR:

T:

Weight:

FHR (fetal heart tones by doppler):

A:TUP @ weeks
P: see intake sheet and routine pregnancy orders.

Signature Date/Time

© 2010 Correct Care Solutions, LLC
revised 08/01/2010
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Prenatal Screening Form

A CCS

CORRECT CARE
BOLUTIONSE

Patient Name

Inmate Number

Booking Number

Date of Birth Today’s Date

PartI: Obstetrical History

LMP: Yes No
1. Have you had any complications Hemorrhage? (Y) (N)  Blood Transfusion (Y) (N)
during previous pregnancies? Pre-eclampsia? (Y) (N) Abortions ) (N)
Miscarriage? (Y) (N) How many?
Other:
2. Have you had Explain
Complications during this (Consider ER)
pregnancy?
3. Do you have diabetes? Regime
(Consider ER or Infirmary)
4. Do you have vaginal Explain
bleeding? (Consider ER)
5. Have you noticed a decrease Explain
in fetal Movement? (Consider ER)

6. Do you have HIV infection?

Indicate on consult; needs priority appointment. ORDER

TCS

Part II: Focused Obstetrical Exam

1. Vital Signs
(PB> 140/90 suggestive of
pre-eclampsia)

BP:
HR:

TEMP:
RR:

2. Abdomen
(Include fundal height and
Fetal heart rate; consider
Fluids and EMS for Fetal
Heart Rates <120 or> 160)

3.  Pelvic
(Describe cervix and adnexa)

PartIII: Submit Consults

1. OB Clinic

Include LMP, fundal height, and any complications

2. Pelvic Sono

For gestational age

3.  Emergency Room
(if necessary)

MAINTAIN A HIGH INDEX OF SUSPICION FOR
COMPLICATIONS

Part IV: Distribute Prenatal Education Form

Practitioner (print):

(sign):

© 2010 Correct Care Solutions, LLC
revised 08/01/2010
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Women’s Health
Intake Questionnaire

A CCS

© 2007 Correct Care Solutions, LLC
revised 05/01/2010

Patient Signature

Provider Review Signature and Date

* D29 9 5DP50282PNIXN*®

CORRECT CARE
8O0LUTIONSTS
Patient Name Patient Number Booking Number Date of Birth Today’s Date

Have you had a pelvic exam in the past 12 months Yes / No

If Yes, where did you have this done?

When was this done?

Have you had a PAP in the last 12 months? Yes / No

If Yes, where did you have this done?

When was this done?

Were you told it was abnormal?

When is the last time you have had a breast exam?

Do you do self breast exams? Yes / No

Do you need education regarding self breast exams? Yes / No



